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Abstract

Background: The incidence of Jaundice in pregnancy is 3% to 5%. The causes of jaundice in pregnancy
can be coincidental liver disease, underlying chronic disease and condition related to pregnancy.
Management of pregnant women with jaundice is very challenging because accurate diagnosis sometimes is
very difficult and delay in management can be life threatening.

Objectives: The aim of the study was to evaluate the etiology of the jaundice among pregnant women, their
management and outcome.

Methodology: A clinical audit was done in Department of Obstetrics and Gynaecology at Dr BSA Medical
College and Hospital among pregnant women with jaundice who were admitted in the hospital over a
period of four months.

Results: A total of 48 pregnant women with jaundice were admitted in hospital over the period of 4 months.
All most all of them were in third trimester except three. Twenty four women were diagnosed as viral
hepatitis with six women had hepatitis E. Ten women suffered from Intrahepatic cholestasis of pregnancy
and 2 from obstructive jaundice (gallbladder stones and Common Bile Duct stones) and ten from
hypertensive disorder in pregnancy and two had malaria. Almost half of women (n=25) had preterm
delivery and 12 women delivered by caesarean section (of these nine had preterm CS). Three women
(7.14%) had maternal mortality. All the three mortality belonged to hypertensive disorder in pregnancy and
its associated complication. Perinatal mortality was 16.7% and all of them were preterm deliveries.
Conclusion: The disease is associated with high incidence of preterm labour. Main cause of maternal
mortality was found to be hypertensive disorder in pregnancy and its sequel (coagulation failure, renal
failure, septicaemia, hepatic failure) and main causative factor for perinatal mortality was prematurity and
related problems.

Keywords: Pregnancy, Jaundice, Viral markers, Hepatic encephalopathy.

Introduction maternal and foetal health. Abnormallity of liver
Jaundice in pregnancy is one of the rare conditions function in is 3% to 5% of pregnancies and it
associated with potential serious hazards for attributes to coincidental liver disease or chronic

Dr Ritu Khatuja et al JIMSCR Volume 07 Issue 05 May 2019 Page 702



liver diseases.’ But there are liver diseases specific
to pregnancy such as intrahepatic cholestasis of
pregnancy, acute fatty liver of pregnancy, Pre-
eclampsia, HELLP syndrome and Hyperemesis
gravidarum.?

Management of pregnant women with jaundice is
very challenging as it different in pregnancy
associated cause and other causes. Thus accurate
diagnosis is the keystone for the treatment as
sometime delay in it is life threatening for the
mother as well as for foetus.

Methods

We did a clinical audit of pregnant women with
jaundice admitted in department of Obstetrics and
Gynaecology, Dr BSA Medical College
&Hospital, Rohini. The study was conducted over
a period of4 months. Detailed history was taken
about the symptoms, their mode of onset,
progression and duration of the disease and
clinical examination was done. Patients were
investigated for routine antenatal investigations as
per institutional protocol along with serological
tests, liver function test, coagulation profile and
platelet count. All the patients were followed till
delivery. Descriptive analysis was done to
evaluate the cause of jaundice and their relation
with maternal and foetal morbidity and mortality.

Results

There were 48 women who required admission in
view of jaundice. Most of women were in the
reproductive age group i.e. between 21 to 30years
(n=41). Almost 83.7 %(n=41) women belong to
middle class and 16%(n=7) belong to lower class
according to modified Kuppuswamy’s socio-
economic status scale.? Fifty eight percent (n=28)
of women were multigravida. Only 7% (n=4) of
women were using methods to purify the drinking
water. Most of women (93%, n=45) were in third
trimester and only 7% (n=3) women were in

Table 1 Etiology of jaundice

Etiology No. of women | Percentage
(n=48) (%)

Intra hepatic cholestasis 10 20.8

of pregnancy

Hypertensive  disorder 10 20.8

of pregnancy

Hepatitis 24 50
Hepatitis A 7 14.6
Hepatitis B 6 125
Hepatitis C 4 8.3
Hepatitis E 5 104
Hepatitis B and C 1 2.1
Hepatitis A and E 1 2.1

Malaria 2 4.2

Obstructive jaundice 2 4.2

Major cause of jaundice in our study was viral
hepatitis. Twenty four women (50%) were
diagnosed as viral hepatitis (Seven women had
Hepatitis A, six had Hepatitis B, four had hepatitis
C and five women had Hepatitis E). Ten women
(20.8%) were diagnosed to have hypertensive
disorder in pregnancy with Jaundice, ten women
(20.8%) suffered from Intrahepatic cholestasis of
pregnancy and two women (4.2%) had obstructive
jaundice (gallbladder stones and Common Bile
Duct stones).

Thirty women (62.5%) had serum bilirubin level
less than 5 mg% and twelve women (25%) had
serum bilirubilin level between 5-10 mg%.

All the women in study group had delivered. A
total of 36 women (75%) had vaginal delivery, out
of which twenty five (52.1%)had gone into
spontaneous labour. All the women in second
trimester underwent spontaneous labour. Sixteen
women (33.3%) were induced in view of
uncontrolled symptoms of hypertensive disorders
of pregnancy, intrauterine foetal demise, post-
dated pregnancy and abnormal biophysical profile.
A total of 12 caesarean sections (25%) were done
in which 5 women were directly taken for
caesarean section while the rest were due to failed
induction.

Table 2 Mode of delivery

second trimester. None of women were in first Mode of delivery Number of Percentage

trimester. women (n=48) (%)
Vaginal 36 75
Spontaneous labour 25 52.1
Induced labour 11 2.1
Caesarean Section 12 25
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Maternal mortality was seen in 3 out of 48 (6%)
patients. The cause of maternal death in all three
women  were  complications  related to
hypertensive disorders of pregnancy (two patients
had eclampsia and related complications and third
patient had HELLP Syndrome).

In regard to the neonatal outcome, more than half
of the babies born to mothers with jaundice were
preterm (n=25, 52.1%). Nursery admission was in
27%(n=13) of neonates in which nine were
preterm. Seven neonates (14.6%) were still birth
or expired in nursery. There were 22.9% (n=11) of
neonatal with weight of less than two kilograms.
Table 3: Depicting Neonatal outcome in women
with jaundice in Pregnancy

Foetal outcome Number of Percentage
neonates (%)

1. Preterm 25 52.1
Nursery admission 13 27.1
Still birth/Neonatal death 7 14.6

2. Term 23 47.9
Nursery admission 4 8.3
Still birth /Neonatal death 0 0

Discussion

Liver diseases in pregnancy may or may not be
specifically associated with the pregnancy. But
whatever is the cause of the disease, it had poten-
tial effect on the maternal and foetal health.* >
Condition specifically associated with pregnancy
like preeclampsia and associated conditions,
cholestasis of jaundice and acute fatty liver of
pregnancy generally require termination of
pregnancy irrespective of the period of gestation.
It is also associated with neonatal morbidity and
mortality due to prematurity and fetal growth
restriction. Whereas conditions which is not
directly associated with pregnancy such as viral
hepatitis, jaundice due to infective pathology
(dengue, malaria) and obstructive jaundice require
conservative approach till the regression of the
diseases. But in these cases, the women had a
tendency to go into spontaneous labor which
eventually leads to morbidity and mortality of the
new born. So identification of the cause of disease
associated with jaundice with pregnancy is of
utmost importance.

There were 48 women who required admission in
view of jaundice during the study period. Most of
the women were in the reproductive age group i.e.
between 21 to 30 years (n=41). Almost 83.7 %
(n=41) women belong to middle class and 16%
(n=7) were from lower socio-economic status.
Fifty eight percent of women were multigravida
and rest were primigravida which is comparable to
the study by Jyothi G S et al.®

Most of women (93%) were in third trimester and
only 7% women in second trimester. None of
women were in first trimester. This may be due to
not registering themselves in the hospital early in
pregnancy as we have almost 80% of unbooked
cases in our study group. More over the clinical
presentation of jaundice in early pregnancy are
nonspecific and may confuse with normal changes
of pregnancy by the women.

There were 58.3% (n=28) of pregnant women
who were suffering from the jaundice, not directly
associated with pregnancy. Among these causes
the most common being is acute viral hepatitis,
similar to the trend seen in general population’.
Fifty percent (n=28) of these women had viral
Hepatitis, followed by Malaria and Obstetric
jaundice which is coinciding with the finding of
Ching et al, but less than the study by Satia MN et
al (62%) ®°

There were 20 women (41.6%) who had jaundice
associated with pregnancy, in which half of them
were due to hypertensive disorders of pregnancy
and half were with cholestasis of pregnancy,
whereas the study by Mishra et al had 83%
women with jaundice related with pregnancy of
which almost 98% of women had hypertensive
disorder of pregnancy.*®

Thirty one women (62.5%) had serum bilirubin
level less than 5 mg% and twelve women had
serum bilirubin level between 5-10 mg%. Women
with hepatitis and malaria were having higher
serum Dbilirubin level with very high liver
enzymes(more than 10001U/L) where as women
with hypertensive disorder of pregnancy had
serum bilirubin less than 5 mg% with high level of
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liver enzymes. Cholestasis of pregnancy had high
level of alkaline phosphates in all the cases.

52 % of women had spontaneous labour which is
consistent with the results of other studies.™
Twelve women (25%) were taken for Caesarean
section whereas study by Jyothi et al LSCS were
done in 44.47% of women.®

In the present study, maternal mortality is 6.25%
whereas the range in other studies were from 5%
to 21%.% 1012

Hepatitis E is associated with significant maternal
mortality.® Inspite of 12.5% of women infected
with Hepatitis E, none of them had mortality but
the study by Satia et al had higher rate of mortality
with high incidence of Hepatitis E (43.63%) in
their study population.’

All the mortality in our study is due to
preeclampsia associated complications(that is two
women had eclampsia with pulmonary edema
with MODS and one had HELLP syndrome)
which is similar to the study by Mishra et al.*°
There were 85.41% of women who had live birth
which is coinciding with the study by Jyothi et al.®
There were a total of 52% patients who had
preterm delivery and 12.72% patientshad still
births with two intrauterine deaths. All of them
were preterm. This showed that prematurity is the
main cause of fetal mortality. There was 41.2%
intrauterine demise in study of Mishra et al,
whereas we had only two IUD in our study
group.This signify more severity of cases in
Mishra et al .*°

Liver diseases significantly affected by pregnancy
are hepatitis E. It has a more severe course during
pregnancy, with frequent fulminant hepatitis. The
maternal mortality rate can be up to 20% for an
acute infection in third trimester with a high risk
of foetal or neonatal morbidity. Luckily, none of
our women had this type of sequel. Chronic
hepatitis B and C do not significantly progress
during pregnancy, but there is risk of vertical
transmission to the neonate. This can be managed
by proper care during pregnancy, delivery and
giving immunization to the newborn.

ICP present with several fold increase in
aminotransferase levels and mild
hyperbilirubinemia. The maternal outcome is
good, but there is increased incidence of
meconium ileus, premature delivery, or stillbirth.
In our study, there were two stillbirths with ICP
whereas maternal outcome was normal.

Patients who present with mild preeclampsia at
term have minimally increased mortality risk but
risk of mortality increase in Eclampsia can be upto
20%."

This was also signified in our study. HELLP
syndrome is a medical emergency, with risk of
both maternal and foetal mortality and delivery
being the definitive therapy. We had lost both
mother and the foetus with HELLP in our study.
Acute fatty liver of pregnancy is a rare but severe
disease. None of women had this in our study
group. We found neonatal morbidity as evidenced
by NICU admission was 27.9% and neonatal
mortality was 16.2% in all the groups which was
due to prematurity. Thus, Jaundice can be fatal for
both the mother and foetus, if not managed
promptly.

Conclusion

Jaundice with pregnancy is a dangerous
combination. It has high incidence in developing
countries compared to developed countries and
also causes vary from place to place. Prompt
diagnosis and treatment plays a key role in saving
both the mother and child. Multidisciplinary
approach (obstetricians, physician,
gastroenterologist and anaesthesiologist)and team
work is important in the management of these
patients.
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